under certain circumstances it may also tam ponade the pupil causing pupil block; con tinued production of aqueous then pushes silicone through the pupil against the surface tensile forces which act to keep the silicone bubble behind it. Drainage of anterior cham ber aqueous continues until the chamber is filled with silicone when the intraocular pres sure rises. Silicone oil mediated pupil block causing intra-ocular hypertension was first described by Ando who with other authors described the 6 o'clock position peripheral iri dectomy in aphakic eyes to prevent this com plication. [4] [5] [6] In addition, continued presence of silicone oil in the anterior chamber having entered by this mechanism may lead to characteristic keratopathy. 7-9
Lens opacities frequently develop in eyes which undergo vitrectomy and silicone oil injection. Incidences of 49% to 100% have been reported9,10 and cataract extraction is often necessary. When this is carried out through a standard cataract incision it is simpler to do superior iridectomies rather than an inferior iridectomy which requires the use of a suction cutter. However, it is believed that a superior iridectomy would be ineffec tive.5 This belief is based on the idea that, as silicone is less dense than aqueous, it would tend to move upwards to occlude a superiorly placed iridectomy. We report a series of patients treated with superior peripheral iridectomy.
Patients and methods
Records of all patients who had undergone a vitrectomy and silicone oil procedure in No patient had silicone oil keratopathy.
The results are summarised in Table II .
Discussion
One serious drawback to the use of liquid sili cone in aphakic eyes is that it can cause pupil block and be forced into the anterior chamber No prospective comparison between inferior and superior peripheral iridectomies has been reported, however it can be estimated from the likely complication rate that such a trial would need to enter at least 200 patients in each group to have a 50% chance of show ing a significant difference were one to exist, even assuming a doubling of the complication rate to be the least difference between the techniques which is clinically important. 1 3"
The use of a superior peripheral iridectomy allows the cataract extraction to be performed in the standard intracapsular manner and does not require the use of a suction cutter.
Superior iridectomies are also cosmetically more acceptable. Nevertheless, we have not ruled out the need for an inferior peripheral iridectomy in cases where lensectomy is com bined with vitrectomy and silicone oil injection.
In conclusion, superior peripheral iridec tomy is associated with a low incidence of pupil block when cataract extraction with preservation of silicone oil is performed as a second procedure.
